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The problem 
The level of sulcide rlsk in a school population 
was obtalned to determlne If there 1s a greater number 
than 12 per 100 population at the severe suicldal risk 
level as determined from a statistical report of the 
U.S. Department of Human Services. 
Procedures 
On an anonymous basis each adolescent In a random 
sample of 100 was rated as belng of subcllnlcal 
(normal), mild, moderate or severe sulcldal rlsk as a 
result of an assessment obtained from answering 36 
self-report statements from an Instrument titled, 
Sulclde Probabilltv Scale (SPS) .  The level of rlsk for 
sulclde was determlned from the probablllty score of 
each adolescent. 
J'lndlnqs 
No respondents were found to be classed In the 
high or severe level of sulcldal rlsk. Three 
respondents rated In the mlld classlflcatlon of 
sulcldal rlsk. Three respondents, included in the 
remalnlng nlnty-seven respondents, were at the top of 
the subcllnlcal level of rlsk for sulclde wlth a 
classlflcatlon value of 24. A total of nlnty-seven 
respondents were rated In the subcllnlcal or normal 
classlflcatlon for sulcldal rlsk. 
Conc l us l on 
While the analysls Indicated no respondents to be 
classlfled at the severe level of sulcldal risk, an 
important polnt to be made is that the Suicide 
Probability Scale was used In a general school 
populatlon to ldentlfy students at rlsk of suiclde. 
Recommendation 
I t  Is recommended that the school be the center 
for and the Initlator of a program of detectlon and 
Intervention for the preventlon of adolescent sulclde. 
Educators must lnltlate a plan to brlng together 
professionals from the comrnunlty. medlcal and 
psychiatric flelds and educatlon to develop 
lnterventlon programs that students will accept on a 
nonanonymous basls. 
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CHAPTER 1 
Introduction 
The San Francisco Suicide Prevention center talked 
a fifteen-year-old boy out of jumping from the Golden 
Gate Bridge. He had been a troubled child since he was 
six and "gave out a1 1 kinds of clues." His father had 
thought. "He'll grow out of it" (Deni, 1983). 
What are the means of preventing "cluster 
suicides" In a community after a student commits 
suicide. What can a school do, if anything, about 
suicide prevention? What do adolescents need to know 
in order to help prevent someone they know from ending 
their life (Steele, 1985>? These are some questions 
asked by Wllllam Steele a clinical supervisor of the 
Neighborhood Service Organization - Emergency Telephone 
Services/Suicide Prevention Center, Detroit, Michigan. 
These same questions are being asked by hundreds of 
interested groups, communities, schools, families and 
individuals throughout the United States. 
m 
The purpose of thls research is three-fold. The 
research problem Is to ldentify levels of sulcidal risk 
In adolescents, as determlned by the Sulclde 
Probabllltv Scale tSPS) self-report measure designed by 
doctors John G .  Cull and Wayne S. Gill. To obtain thls 
lnformatlon is of major importance for the inltlation 
of preventive measures to adolescent sulclde. I t  Is 
lnformatlon not "after the fact", but at the earliest 
level of detection concerning adolescents at risk of 
sulcide. I t  is a "preaction" that can be taken to 
detect problems prior to a suicide attempt by 
determining the level of suicidal rlsk In adolescents. 
Secondly, the data obtalned through the use of the 
instrument can serve to focus attention, stIrnulate 
thought and help educate concerned individuals about 
what has been called the "last Taboo," sulcide. Third, 
the results of thls research may present a school and a 
community the opportunity to become more aware of the 
problem and offer another reason to take action, a 
preaction, in support of suicide prevention. The 
research results and the example of the use of a 
screening Instrument could help f i l l  a very basic need 
in a community, that of the ldentiflcatlon of levels of 
sulcidal rlsk in adolescents in a secondary school 
population. 
Sulclde Prevention 
Slnce the founding of the American Assoclatlon of 
Sulcidolouy and the recent birth of a Natlonal 
commission for the Prevention of Youth Suicide, a 
growing number of communities are beginning to accept 
the ldea of teachlng sulclde prevention In the scho~ls 
as part of their health education programs. I t  is a 
shock to the members of a school system and a communlty 
when there is a student sulclde or student sulcfdes as 
there were In the Creek school distrlct In Denver, 
Colorado, where four young people took thelr llves 
within an eighteen-month period (Hyde & Forsyth, 1986). 
We Are the Gatekeepers 
Experts have used the term, "gatekeepers" to 
ldentlfy lndlvlduals that can be detectors of clues to 
suicidal behavior. Students, teachers and parents are 
the eyes and ears to detect cries for help. This 
research may make thelr eyes and ears even more 
sensltlve to the growing problem of adolescent suicide 
by lntroduclng a preaction that can be  taken. 
TheInstrument 
The Sulclde Probability Sca le  (SPS) is an 
lnstrument that Ls related to this problem and through 
research and tests 1s valid for its use in thls 
research (see Appendix B ) .  I t  1s a tool to be used b y  
the "gatekeepers." A maJor functlon of the SPS Is to 
provide a global lndex for sulclde risk and 1s Intended 
for use wlth adolescent and adults, ages 14 years and 
01 der . 
Thls research uses the SPS as a screening 
instrument t o  provlde a quantitative, self-report 
measure of sulcldal risk. It was hoped the data 
obtained would be used to open an a r e a  for cllnical 
exploration. Clinlcal interviews by  t r a l n e d  
psychlatrlc professionals could be used to supplement, 
corroborate, and investigate the t e s t  results. Thls of 
course was not posslble for this work since the 
self-report measures were completed by the adolescents 
on an anonymous basis. 
CHAPTER 2 
Review of the Literature 
Slnce 1960 the sulclde rate among young people 
flfteen to twenty four years of age has increased 
dramatically (Slmons and Murphy, 1985). While the rate 
of the population as a whole went up from 10 to Just 12 
per 100,000, the rate per adolescent and young adults 
Increased from 4 to 12 per 100,000 (U.S. Department of 
Health and Human Services, 1983) (Slmons b Murphy, 
1985). During the past two decades suicides have 
increased 250 percent among females age fifteen to 
twenty four and 300 percent among males In this age 
group (U .S .  Census Bureau, 1983) (Slmons 8 Murphy, 
1985). In the 1960s young people accounted for 
approximately 5 percent of all suicides in the United 
States. In the 1980s they account for 20 percent of 
all the male sulcldes and 14 percent of all the female 
sulcides. 
E i G Q P U !  
Slmons and Murphy (1985) sald, "These statistics 
do not reflect the full scope of the problem." As many 
as 25 percent to 50 percent of adolescent sulcldes may 
be dlsgulsed or not reported for varlous reasons 
(Schllrt? 1364; Selden. 1868). Some authors estimate 
that the relat lve proportion of sulclde attempts to 
completed suicldes among young people may be as hlgh as 
15O:l (Tlschler and McHenry, 1982). 
While Simons and Murphy's model lnvestlgated 
5ulclde Ideation among a sample of 407 hlgh school 
students, and several studles have examined the 
lncldence of ideatlon In the general population (Paykel 
et d l . ,  1974; Schwab, Warhelt, & HolzeC ,1972; Swanson, 
et al., 1971; Vandivort 8 Locke, 1979) the literature 
does not show a study that reports probabillty or the 
identification of sulcidal risk among high school 
students. 
The Pred lc t  Ion of Su 1 c 1.-de 
In a book edited by Aaron T. Beck, H. L. P. 
Resnlk, and D. J. Lettlerl tltled, The Predlctlon of 
Suicide a statement Is made to the effect that the 
responslbllity for detectlng and preventing suicide 
rests heavlly on the mental health professlonal. The 
profesvlonal 1s charged wlth the duty of determlning 
whether a person Is sulcldal and then expected to 
lnstltute procedures to avert a sulclde attempt. 
A psych~atrlst In particular has the weighty 
responsiblllty of separatlns the serious sulcldal rlsk 
from the minimal rlsk cases ( B e c k ,  Resnlk. & Lettieri. 
1974). This res~onslblllty has prompted the mental 
health ~rofesslonal and the psychlatrlst to seek solld 
lnformatlon on when to Intervene In a glven case and 
obtaln data for maklng decisions that confront them 
concerning sulclde potentlal. Professlonals have 
encountered problems of obtalnlng solld lnformation for 
making decisions as to when to intervene when 
confronted wlth sulclde potential In an individual. 
The establlshment of the use of the Sulclde Probablllty 
Scale to survey the general school population would 
provide the solid lnformatlon on whlch declslons could 
be made toward an intervention program. 
A Startlns Polnt 
Llterature shows there has been a long search for 
a group of sclentiflc models that mlght be useful in 
explainlng human behavior. I f  the questlon could be 
resolved regardlng the place of sulclde behavior in the 
entlre spectrum of normal-abnormal behavior there would 
be a startlng point from whlch to adhere and work. 
Cases could be collected and studied prior to the 
successful act of suicide, devlatlon from the norms in 
self-report measures of distress could be obtained. 
The Sulclde Probability Scale used wlth the general 
population of school students could provide the 
starting polnt from whlch to work. However, up to thls 
time progress Is not much more than the establlshment 
of lnventorles such as the Beck Depression Inventory 
which 1s cited here because I t  has received so much 
acceptance In relation to other dlagnostlc indicators 
of suicide predlctlon. 
The rise In adolescent deaths by sulclde implies a 
breakdown In social controls whlch usually lnhiblt 
suicidal behavior (Berman 8, Cohen-Sandlers, 1983). 
There has been a rush to understand this phenomenon. 
There should be strategles utilized, in our lnltlal 
attempts to flnd meanlngful answers, using sound and 
accepted methodologies of research. Unfortunately 
there have been no strategles to do this up to thls 
time (Berman 8 Cohen-Sandler, 1983). 
Statistical Mislnter~retatlons 
Problem3 of Context 
Gregory Zllboorg, over 40 years ago, was one of 
the early wrlters on the problem of adolescent sulclde. 
He wrote: " I t  seems fair to say that statlstics, wholly 
or partially derived from the pathogenesls and etlology 
of sulclde, are more llable to lead to rnisconceptlons 
than an understandlng of the problem" (Zilboorg, 1937). 
The weaknesses and problems continue to be 
acknowledged by modern writers (cf. Hollnger, 1979:  
Mlshara, 1975). The research relles on suiclde 
mortallty and attempt statlstlcs, partlcularly those 
applied to the young. The following example 
lllustrates the use of Statl~tics to Introduce, and 
bolster the slgnlflcance of a researcher's toplc. The 
example given here Is one that Is an absolute error not 
fact: "The hlghest sulclde rate, formerly among the 
elderly, has shlfted to the adolescent years," as 
stated by Den Houter In 1981. Today, as when Zllboorg 
wrote, sulclde statlstlcs are more likely to lead to 
misconceptions than understandings (Shneidman, 1980). 
One conslderatlon 1s when U.S. death rates for the 
fifteen to twenty-four-year-old age groups are vlewed 
not over Just the past twenty years, but rather over 
the past seventy-flve years (cf. Petzel 8 Cline, 1 9 7 8 ) .  
A rise Is notlced In rates from 1900 to 1908 similar to 
that of today. The true fact is that the current 
lncldence of sulcidal deaths 1s only marginally 
different from that of 1908. 
The base llne year (1955) 1s often quoted when the 
rates are plotted for the entire country and thls is 
the nadlr of the graph. The effect of thls 1s the 
suggestion that there Is a three-fold lncrease over 
these twenty years when it  may be merely a statistical 
artifact of a low base line year (Berman & 
Cohen-Sandler, 1983). 
MQ r e ~ - k _ ~ C ! l e s . a n d ~ ~ ~ ~ ~  
T h e  1 lterature cont~nues to show dlscre~ancles and 
misinterpretations when i t  comes to statm'Ient5 made 
concernlns sulclde statlstlcs vlewed from a soclal and 
lnternatlonal context. 
Sulclde statlstlcs ought not be vlewed In 
isolation from other more general slgns of social 
dysfunctlon (Berman 8 Cohen-Sandler, 1983). It should 
not be vlewed as a phenomenon of unique clinlcal 
significance because the variety of indicators that are 
presented for showlng an Increase in suicidal death 
really appear to be more of the leadlng edge of a more 
general social dysfunction and perhaps the most 
sensltlve of the measures. 
International Context 
The lnformatlon In Vital Statlstlcs of the United 
States, Natlonal Center for Health Statlstlcs U.S. 
Department of Health and Human Servlces (1977) shows 
the hlgh rate of adolescent suicide 1s not limited to 
the United States. The U.S. Is surpassed by 
Switzerland, Austrla, and the Federal Republic of 
Germany for flfteen to twenty-four-year-olds. An 
lsolatlonlst posltlon can not be taken regarding 
adolescent sulclde. I t  is a problem of international 
scope (Berman & Cohen-Sandler, 1983). 
The Methodolosical Problems 
Adolescent research is severely llmlted by the 
deaths (and consequently the unavallabllity) of I t s  
subJects. Sulcldologlsts engaglng I n  research are 
aware of this dlfflculty; therefore the research has 
tended t o  focus on survivors of sulcldal behavlor. In 
fact. nearly all research reported on chlldren and 
adolescent suicide in these past two decades has 
focused on the llvlng sulcldal subJect; only two 
data-based studles have been reported on 
characterlstics of completers. These are Sanborn, 
Sanborn, and Cimbollc 11974) and Shaffer (19741.  
Glaser (1971> and Tootan (1975) believe It 1s for these 
reasons that contradictory and confusing statements 
have appeared in the literature regarding the 
phenomenon of chlld and adolescent suicide. 
Between 1960 and 1979, nearly forty empfrlcal 
reports on adolescent and childhood sulclde behavior 
appeared In the Engllsh language literature. The 
studies encompassed over flve thousand chlldren and 
adolescents described as "sulcldal," ranglng In age 
from three to twenty-one (Lourle, 1966). Only about a 
thlrd focused prlmarlly on chlldren 14 and under 
(Berman 8 Cohen-Sandler, 1983). 
The sheer volume of the llterature and the number 
of the subJects surveyed should provlde a meaningful 
basis on which to base conclusions In the quest to 
understand the phenomenon of Youth sulclde. There 1s 
considerable questlon a s  to the valldlty and 
rellablllt~ of the flndlngs In the statlstlcs. Glarlng 
methodoloslcal weakness In a11 but a few of the studles 
leave our understanding and predlctlon of these 
behaviors only sllghtly advanced from that of twenty 
Years ago (Berman & Cohen-Sandler, 1983). 
A Myth That Has Affected Research 
The statement that the numbers of sulcldal 
~atlents In hospltal or cllnical treatment situations 
equal the numbers of non-sulcidal patients and 
non-patients Is a myth that seems to have affected 
research. Research was done in 1967 that was thought 
to demonstrate inherent blas In sample selectlon In 
regard to suicldal adolescents. Much of the literature 
suggests that what has been learned about patlents 1s 
generallzable to and therefore, descrlptlve of other 
patlent (non-patlent) populations. Garcla (1981) 
commented on the trend of ignoring control groups which 
"do not seem to be required if the experimental results 
conform to the prevalllng Zeitgeist." "Without control 
groups or comparlson groups conclusions of potentlal 
heurlstlc value must be tentatlve, at best" (Garcia, 
1981 > .  
Conclusions drawn Indicate that without control 
groups or comparlson groups conclusions of potentlal 
heurlstlc value must be tentative, at best. 
- 
The  first step In effectlve preventlon and 
treatment of sulclde behavlor Is the ldentlflcatlon of 
those lndlvlduals Ilkely to take thelr own lives and 
the predlctlon of lmrnedlate sulclde rlsk (Anderson, 
1981 >. 
The ldentlflcatlon of the indlvlduals was the 
lntentlon and the maln thrust of thls research. This 
step was not realized even at thls late date slnce the 
screening could only be allowed on an anonymous basls. 
Anderson contlnues in statlng the ideal sltuatlon 
would be the ldentlflcatlon of a unltary sulcldal 
personality type. "This would lead to highly accurate 
predlctlons of suiclde behavlor", (Anderson et al., 
1981>." I t  seems there have been research endeavors 
deslgned to demonstrate the existence of such a 
personality type but with llttle success to thls date. 
Predlctlve Statements 
The past shows predlctlve statements concerning 
sulcidal behavlor were often based on demographlc 
variables. More recently, results of concentrated 
research efforts have suggested a number of common 
features among sulcldal lndlvlduals ranglng from 
soclologlcal and soclal events to speclflc cllnlcal 
states (Anderson et dl., 1981). 
It 1s thought that careful cllnlcal assessment and 
attention to varlous comblnatlons of blographlcal and 
~s~chologlcal factors may well Improve predlctlve 
capabllitles. These factors do need special attentlon 
because it 1s felt they often provlde clear warning 
signs assisting In the early ldentiflcatlon of 
individuals at high rlsk. The literature does not show 
a positiveness in this effort. 
1
Untll the mld-1950s there seemed to be llttle 
pub1 ished information on the depresslon and despalr 
which make young children choose to die. Since 1957, a 
plethora of papers have been produced that direct 
themselves to the study of adolescent teen-age youth, 
wlth a few wrltten concernlng children. 
Artlcles have been written about schoollng and 
self-allenatlon In trylng to understand the alienating 
impact of contemporary soclal structures such as 
schoollng on adolescents. Interpretatlons of some of 
the artlcles would seem to lndlcate that the schoollng 
processes make I t  dlfflcult for the student to develop 
a genulne sense of autonomous selfhood. 
One result of the lncrease of lnformatlon 
published In the mld-1950s concernlng depresslon as an 
ldentlfler of sulclde behavior, prompted the creatlon 
of a depression Inventory by Aaron T .  Beck. 
Beck De~resslon Inventory 
It 1s depression on whlch Aaron T. Beck (Beck, 
1967) eventually concentrated hls work, but flrst came 
the development of the Sulclde Intent Scales. The 
Sulclde Intent Scale was deslgned to record data 
regarding the lntenslty of the attempter's wlsh to dle 
at the tlme of the attempt. The research plan 
consisted of essentially a longltudlnal study of six 
hundred sulcldal patlents. Scales had been developed 
for classifying sulcldal behavlors before Beck's work 
on the Depresslon Inventory. Thls work was a result of 
the so-called Phoenix meetlng. From this Arlzona 
meetlng In the city of Phoenix, came several 
Inventorles, indexes, measurement scales and 
predictors, all of which had one underlying goal In 
mlnd; to ldentlfy persons at risk of commlttlng 
sulclde. 
s / s  Index 
One such Index was the result of the work of 
Wllllam W. K. Zung. Zung identified a maJor problem In 
sulclde preventlon and a crltical need today In the 
area of sulclde and crlsls lnterventlon as being a 
method useful to the worker In the ldentlflcatlon of 
the person who 1s a serlous sulcldal risk. The 
ldentlflcatlon of the sulcldal person has been 
approached In the past b y  the use of varlous soclal and 
demographic varlables whlch have been found useful as 
~reciictors and by uslng a clinlcal approach, I t  has 
been recognized that the maJor emotlonal dlsorder whlch 
Is the most important single prodromal syndrome for 
suicide Is that of depression (Zung, 1906). At that 
tlme the lnterest was to design a scale for rating 
potential suicide risk that would include both the 
social and demographic variables, along with items that 
measure cllnical entitles such as depression. Zurlg saw 
the task at hand as one of making predlctions about 
suicide potential and selecting the hlgh rlsk person 
who will complete a suiclde act. Zung said, "Thls 
early identlficatlon may lead to early lnterventlon and 
possible prevention of sulclde." The index that was 
constructed was the Index of Potential Suiclde (IPS). 
To develop this scale varlous scales then available for 
assessing suicidal risk were reviewed. These included 
the ones published by Tuckman and Young (1968) ,  Devrles 
(19661, F'arberow and Devrles ( 196 '7 ) .  
IPS --- Results 
Results of the soclal IPS scores showed the 
fol lowing: 
1 .  There was no significant difference in 
mean scores among the four behavior groups 
tested (non-sulcldal aroup; rumlnators aroup 
suiclde threateners and the attempters u r o u p )  
2. Category scores for the demographlc 
status, socloeconomlc status, 
environmental stress and farnlly hlstory 
were not significantly different. 
3. Past medlcal hlstory was the only 
category with slgnlflcantly different 
scores which could dlfferentlate between 
patients wlth no sulcide behavior and 
those wlth sulcide behavior (ruminators, 
threateners, atternpters). 
Results of the clinical IPS gcores showed speclflc 
items which appear to be useful In discriminating 
between the two extreme groups of no sulclde behavlor 
versus the sulclde atternpters on both self and 
interviewer rating forms. Those discriminating items 
are depression, anxiety, and emotional status 
categories. 
Lltman--Farberow--Wold and Brown's Conclusion 
After much study these authors planned to descrlbe 
the development and present status of a number of 
predlctlve scales of sulcidal behavior. Thls was 
discussed In Beck et al. (1974, pp. 141-157). I t  is 
their conclusion that Is of interest now and is related 
to thls research. "We conclude that In order to 
identify hlqh risk suicidal indlvlduals, a two-staac 
screening process is required." What 1s needed flrst 
is a "general screening" scale, whlch could be giver) to 
any group In the general population, for example, 
college freshman or members of a union. If the first 
screening instrument could pick out of the general 
population the upper two percent In lethality, this 
recognized potentially sulcldal group would then be 
suitable subjects for a "clinical" scale. Thls second 
type of Instrument would evaluate the degree of 
suicidal potential present and serve as a guide to 
treatment and prognosis (Beck et al., 1974) .  
The First Screeninq 
- -- - .- 
This research Is related to the effort of a flrst 
screening to identlfy students at risk of suicide. 
R_zzca-rchHs@2xze 
The research hypothesis is: 
The SPS scores will show a higher number of 
adolescents at high or severe suicldal risk 
than 0.12 per 100 population as estimated 
from the U.S. Department of Health and tiurnan 
Services report of 1983 and the report from 
the Center for Informatlon on Sulclde, San 
Dlego, California. 
A report from the U.S. Department of Health and 
Human Services (1983) gives 12 comrnitters or completers 
per 100 .000  population for adolescents and young 
adults. In 1978 the Center for Informatlon on Suicide 
reported that for every cornmltter there are a mlnlmum 
of ten adolescents and young adults at hlgh rlsk 
--possible attempters. Thls places 120.0 lndlvlduals 
at the hlgh or severe level of risk per 100,000 
po~ulatlon. The followlng proportlon 1s used to make 
an estlmate of 0.12 adolescents per 100 population at 
the hlgh or severe suicidal rlsk level. 
The equatlon Is as follows: (1) 120.0 at severe 
risk Is to 100,000 population as (X) at severe rlsk Is 
to 100 population, ( 2 )  Therefore, ( X )  at severe risk = 
120.0 * 100/100,000 populatlon, (3) Finally, X = 0.,1_2 
at severe risk per 100 populatlon. 
CHAPTER 3 
Design of the Study 
Su 1 clde--St i 1 l a T-oo Sub.jec t 
The declslon was made to proceed with the research 
wlth the respondents glvlng thelr answers on an 
anonymous basls slnce it was apparent sufficient 
educating had not been done to break the anonymous 
barrier. Consent for the screening was given by the 
parent or guardian. 
In order to carry out the project, a letter of 
inforrnatlon was sent to the parent or guardlan of the 
randomly selected student of the Spencer Community High 
School seeking the permlsslon for their chlld to take 
part in the project (see Appendlx A ) .  
'The Screen i nq 
The plan was to use an established Instrument. the 
Suicide Probability Scale (SPS), to screen one hundred 
students for t h e  purpose of determining the level of 
suicidal risk for each adolescent (see Appendlx B). 
Confidentlallty would be maintained and after the 
analysis of the data any findings of signiflcance ivlould 
be reported to the respondent. The opportunity to 
obtain help would be a decislon to be made by the 
adolescent and the parent'. If the respondent desired, 
a second scale, a cllnlcal scale would be employed by 
professional cllnlcians (a school psychologist or area 
psychiatrist> to lntervlew the adolescent to Interpret 
the flndlngs more completely ln order to determine an 
appropriate intervention strategy. Since the screening 
was, of necessity, anonymous, further steps could not 
be taken as descrlbed. A program of Intervention was 
not In place in the school system where the screening 
was to be the means of identifying adolescents at r i s k  
of sulcide. For this reason the screening could only 
proceed on the basis that the student remained 
anonymous. 
Delimitatlons 
- --- - 
The use of the SPS In thls research was delimited 
to one hundred students In grades nlne throush ttrelve 
of the Spencer Comrnunlty Hlgh School. Thls research 
was further delimited to exclude marrled students and 
also special education students on the basls of the 
chance for anxlety creation in the special education 
students and the possibility that the self-report items 
cow 1 d not be coniprehended by the special educat lor1 
students. 
Parental consent was obtained. Confidentiality 
wa3 maintained and the report was to be uiven or) .qri 
anonymous basls. The thirty-six self-report statements 
were admlnlstered In the library and the student center 
of the Spencer Community Hlgh School on May 17, 1988.  
S a m ~  1 1 nq 
Random sampling was used to elimlnate possible 
bias. One hundred adolescents were randomly selected 
by a computer from 590 students of grades nine through 
twelve of the Spencer Community High School. This 
sampling provlded a 95 percent confidence interval with 
a half-width of .0124. Thus we can be 95 percent 
confldent that the estlmated proportion of high or 
severe suicidal rlsk cases based on the sample will be 
within . 0062  of the true proportion. This is based on 
an initial estimate of 120 suicide attempters per 
100,000  or .0012 ,  when the characteristic being 
measured is elther very common or very rare a5 in thls 
research. 
V a r-1-a b1e-s 
- -. 
The research varlables were as follows: 
1 .  The dependent variable was the 
Probability Score obtained from the 
randomly selected adolescent. 
?'he Probability Score was determined from each  
respondent's individual total weighted score obtained 
from a n s w e r s  to thlrty-slx self-report measures. For 
each total weiqhted score. a choice was made from the 
low ~resumptlve rlsk level for this populatlon. 
Probabllity Scores determined the classlflcatlon of 
sulcldal rlsk as corresponding to severe, moderate, 
mlld or subcllnlcal. The probablllty score of 0-24 
ldentlfled a normal or subcllnlcal range. The C ~ O I C ~  
of welghted systems provided a method for derlvlng the 
Probability Scores. The low-risk area, to be used In 
the SPS scoring procedures, is intended for use with 
the general population and was applied to the random 
sample of Spencer Community Secondary School students. 
2. The lndependent varlables were as follows: 
a. Respondent's age 
b. Respondent's sex 
c. Ethnlc background of the respond~nt 
d. Educational level 
e. Marital and socloeconomic status of 
the respondent 
The lndependent varlables of the respondents are 
factors whlch interact with the test score. The 
lndependent varlables were evaluated to protect against 
test blas and to ldentlfy the interaction patterns for 
the SPS. 
m e  SPS Instrument 
Se I-ect 1.0n~V~_1_Ldl~~a~ld-Re14-~-I-on.~h-i~~~ 
The SFS scores are relatively unaffected by the 
varlables listed above. These findlnus were conflrnlpd 
by an analysis of covariance approach used to test 
their slqnlflcance and effect size and a one-way 
analysis of vat-lance that was conducted on the 
unadjusted means for the various levels of each 
variable. 
The selection of Indexes, measurement Instruments 
and scales appear to be based on the belief that 
serious sulcldal Individuals all experience a 
generalized sense of isolation, hopelessness, anxiety, 
depression and suicide ideation, and that they will 
report feelings and behaviors related to these 
experiences. Furthermore there are responses which can 
be identifled and have been identified through past 
research whlch successful ly dlfferentlated between 
lethal suicide atternpters and others, including 
seriously disturbed psychiatric patients. These 
responses will be relevant for predicting future 
suicldal behavior (Cull 8 Gill, 1982). 
The vlews of Shneldman (1966. 1974). Weisman 
(1971). and others who portray the act of sulclde as 
impulslve, but the predisposition to commit suicidc 
("lethality") or engage in life-threatening behavior 
("inlrnlcality"> as long-standing characterological, 
have been the basis of the development of the Suicide 
Probablllty Scale. Therefore the SPS can be viewed as 
an lrrstrument useful In rneasurin~ both trait. and s t a t e  
dlmenslons of sulclde rlsk: the characterologlcal 
~redlsposltlon to harm oneself and fluctuations ~n this 
l e v e l  of lethallt~ as Influenced by the Indlvldual'g 
changing attitudes, environmental supports and 
stressors (Cull & Gill, 1982 ) .  
Standardlz-3 
The background of research that supports thls 
Instrument and therefore Influenced the cholce of the 
SPS for thls research is as follows: The SPS was 
standardized on a sample of 562 individuals (220 male 
and 342 female) who were selected at random from the 
general population of adolescents and adults in the San 
Antonio, Texas area (Cull & Gill, 1982) .  If the 
individuals had any psychlatrlc history or had made a 
sulcide attempt they were excused from the sample. 
Cull felt the normative sample was qulte diverse even 
though the individuals came from a restricted 
geoaraphic area. 
Finally Cull and Gill (1982) indicated that even 
though there were some l imi tat ions In the 
standardization process the test results showed a valld 
assessment of suiclde rlsk could be made. 
psy-ct~~me-tr ic Propert 13-s 
'I'lle test results on psychometric propertl~s c a s  
another factor influencing the choice of this 
instrument for this research and are as foll@ws: 
an Internal COnSlStency of 0.85 to 0 . 9 3  (total 
scale?, (2, 5~llt-half rellablllty of 0.85  to 0.93 
(total scale), ( 3 )  test-retest rellablllty of 0.92 ( P  < 
0.001), indicating a high level of test-retest 
reliability, ( 4 )  a standard error of measurement of 
2.99, ( 5 )  content validity, (6) factorial composition, 
( 7 )  criterion-related validity, (8) the study of 
subscales through one-way analysis of varlance and 
classiflcatlon of accuracy, ( 9 )  two different 
strategies to investigate construct validity. 
Other Relationships of Im~ortance. 
- - - 
Messick (1980) argues that evidence for response 
consistency, in the form of factor analytic studies, is 
evldence for the construct validlty of measure. The 
SPS used a serles of factor analysis to explore the 
consistency of Item responses by subjects In a variety 
of settings. The settings were as follows: 
( 1 )  a large sample of 1158 subjects in 3 criterion 
groups (used in factor analysis to identify the 
subscale) was dlvlded into odd and even-numbered 
subjects, ( 2 )  males and females were studled 
separately, ( 3 )  normal, psychiatrlc patients, and 
suicide attempters were studied separately. 
Findings were of a highly consistent factor 
structure for the SPS lterns when examined across a 
varlety of subsamples. The sulclde ideation factor 
appeared clearly even In samples of normal subJects 
onlyv which 1s of Importance In the choice of the 
lnstrument In relatlon to thls research. 
Gut tman Sca l osram Anal yses 
The underlying dimenslons of the structure of the 
SPS items described through the use of multidimensional 
scalogram and facet theory, Dancer (1982>, in 
col laboration with Guttman (1950) and Llngoes (1977), 
for the scalogram analysls and facet theory (Levy 8 
Guttman, 1981) provlde an approach to the study of the 
seven hostlllty items in the SPS. Dancer (1982) showed 
two dimensions were "amount of hostility" and 
"direction of hostllity" (toward self, toward others, 
toward things). With another random sample of 225 
Individuals, Dancer (1982) asaln showed the same 
two-dlmenslonal structure for the hostlllty Items and a 
clear separatlon of the normatlve and crlterlon group 
lndlvlduals in the two dlmensional geometric space. 
Re-l atIor~-sh!p t o  the MMPI, 
Zachary, Rold, Cull, and Gill (1983) carried out a 
corlstruct of valldlty test between the SPS subscales 
and total score and varlous scales from the Minnesota 
Multlphaslc Probablllty Index (MMPI) for sulclde 
predlctlon. The valldlty of the SPS scales were 
docurnented by correlations wl th the 5cal es of the I.11.1PI. 
The consisterlt negative correlations between a measure 
of defenslvene33 and the varlous measures suggest 
that a lack of candor In responding to the SPS would be 
an important factor to consider. Intentional 
falslflcatlon of responses did not appear to be a 
significant problem. In conclusion, while some 
respondents may distort thelr responses to conform with 
social expectations, this 1s generally not a serious 
threat to the validlty of the scale (Cull ti Glll, 
1982). 
Correlations between the standard cllnical scales 
of the MMPI and the SPS subscales and the total score 
were also computed. In general the pattern of 
correlations is conslstent with clinical descriptions 
of sulcldal individuals and with previous research on 
use of the MMPI In suicide evaluation (Cull 8 Gill, 
1982). 
There was lack of significant correlation between 
SPS scales and the MMPI Masculinity-Femininity scale 
for men only. Thls was not considered serious for the 
use of the SPS for this research. 
Berger Self-Acceptance Scale ReLationshlp (BSAS) 
Another study Investigated the correlation between 
the SPS total score and a general measure of 
self-lmage,/self-effi~len~y. UsinGI a group of 192 
students that completed the SF'S the BSAS. 
The BSAS 1s designed to measure an Individual's 
reported self-image on a general posltlve-negatlve 
dlmen31on- The result lndlcated a moderate but 
significant correlation between sulclde and negative 
self-image (r = . 3 9 ,  P < . 0 0 1 > .  The flndings were 
consistent with what would be expected given the nature 
of the scale: A person who has a more negatlve 
self-image is a higher risk for suicide than a person 
with a more positive self-image. The correlation 1s 
probably a low estlrnate of the relationship between 
these variables In a more heterogeneous population 
because this sample represents a restrlcted range of 
the SPS scores. 
Locus of Control Relationshi~s 
Sex and educational level, stratified, provided 
the basis for another study. A random selection of 160 
subjects provided the group. The SPS and the Rotter 
Internal-External Locus of Control was adrnlnistered 
(Rotter, 1 9 6 6 ) .  The SPS did not correlate 
signlficantly with either external or internal locus of 
control (r = .06 and .00, respectively). The findings 
provided additional evidence for discriminant validity 
of tile s p s  since i t  is unrelated to the more global 
construct, locus of control (Cull 8. GI1 1 ,  1 9 8 2 ) -  
M i - e ~ - U U a d e r a t ~ r  Va lahles 
The moderator variables of the respondent's age, 
sex and ethnic background, martlal and socioeconomlc 
status were assessed. The total weighted scores and 
the associated probablllty of sulclde rlsk needed t o  be 
interpreted dlfferently as a function of the variables. 
The above soclodemographlc characterlstlcs were 
tested by the analysis of covariance in testing the 
significance and effect of size and one-way analysis of 
variance was conducted on the unadjusted means for the 
various levels of each demographic variable. The 
difference of the means were all highly signlflcant 
(Cull & Gill, 1982). Slnce these results are hiqhly 
affected by the dlfferent distributions of the 
variables the results are not directly Interpretable in 
the normative sample and two criterion groups. A more 
precise test between the demographic variables and the 
SPS total score was provided by Inspecting the adjusted 
means (Cull 8 Gill, 1982). Marltal status was the only 
one that proved slgniflcant. Recently separated 
couples scored higher on the SPS. This will not affect 
this research because of the delimitation to exclude 
nlarrjed students from the 9ampl ins. 
Sex Dl f f erence-s -- 
Sex differences in attempted and completed 
su 1 i des  are we l 1 documented ( Beck .  Idester, 8 Ko'J,3[:5* 
1970; =ester, 1979; Wilson, 1981). Females scored 
slightly higher and had more varlable scores on all of 
the subscales except hostility, but none of the 
differences was statistical ly significant (Cull & Gill, 
1982). Based on a one-way analyses of variance ttrere 
would seem to be no need to use separate norm tables 
for males and females tested In this proposed research. 
Total SPS Model Tested 
In a summary of the results of a hierarchical 
multiple regression analysis to test the model for 
predicting the SPS scores the dependent variable was 
the SPS total welghted score. The independent 
variables were the set of dummy-coded demographic 
varlables (sex, age, ethnic background, educational 
level, and marital status), group membershlp (normals. 
psychiatric inpatients, or suicide attempters), and a 
set of two-way and higher order interactlons was used 
to test the assumptlons of equal covarlate regression 
slopes. Cull and Gill (1902) aruued this procedure 
provides a precise test of signlflcance and effect size 
for the qroup with the covarlate set of demographic 
variables partialled. 
The results were computed separately for the 
even-numbered and odd-numbered cases. Yielding very 
s l m l  lar results. The flndlnus are that the SPS scores 
were relatively unaffected by moderator variables such 
as those Ilsted above and there 1s no need for separate 
nm71-15 for any of these groups (Cull 8 GI] I ,  1 9 8 2 ) .  
The SPS has been checked for two maJor categories 
of deviant responses called "faklng good" and "faklng 
bad'' (Cull Gl11, 1982). Faking good is related to 
very high T-scores and faking bad Is related to very 
low T-scores. In this research nothing of slgnlflcance 
was detected from the data showlng devlant responses. 
Ee~d.abl1 1 t v  of the Measurement S-t-atements 
The SPS is llmited by the respondent's ability to 
comprehend the written word. No problem was expected, 
concerning comprehension and none was encountered. 
Respondents were lnformed to ask the administrators for 
help If interpretatlon was needed. 
Three different tools for assessing the reading 
difficulty of the SPS were used. The following three 
readlng level tests produced generally slmllar results. 
The Fog Index (Gunning, 1952) yielded an estimated 
grade-equivalent level of 4.9; the Fry Graph (Fry, 
1968)  yielded an estimated reading level of fourth 
grade; and Flesch's (1948) Index gave a readabll lty 
score of 90.1 which is the level found in most comic 
books. 
Assumptions for the Research 
Twu different strategies were used to investiaate 
the construct valldlty of the SF'S. The nature of the 
constructs assessed by the scale and the stablllty of 
these constructs across dlfferent samples and testing 
sltuatlons were studied through a serles of factor 
analysis and scalogram analyses (Cull & Gill, 1982). 
Also the relationship of the SPS to other personality 
measures was examined to evaluate concurrent and 
discriminant validity (Campbell 8 Fiske, 1959 ) .  
The above form the basis of the assumptions for 
this research glven as follows: 
1. The SPS Is valid because of the measure of 
the assoclat ion or correl at Ion between the 
SPS probability scale and the criterion 
measure. 
2. The Instrument measures a suicide probability 
of risk. 
3. The results can be interpreted to ldentlfy 
three levels of risk, mild, moderate, and 
severe probability of s u i c i d e  risk. 
Definition of Terms 
. -. . .. . - . -. . . . - - -
A number of terms are essential for clarity in 
understanding the use of the SPS and are defined as 
£01 lows: 
(SPS) Sulcide Probabilit~ Scale: A self-report 
measure conlposed of th lrty-slx statements. wh ich are 
scaled by the cholce of one of four answers (none or a 
llttle of the time, some of the time, a good part of 
t 
the tlme, most or all of the tlrne). In each case a "1'" 
1s clrcled. 
T-score: For thls research the 'IT-score1' Is a 
number assoclated with the letter " T u .  The respondent 
circles the letter in the appropriate column relating 
to the suicide probablllty scale. 
Normalized T-scores: T-scores ( X  = 50, SD = 10)  
used to dlrectly compare the subscales regardless of 
the number of ltems on each subscale or the shape of 
the dlstrlbution of the raw scores. 
Respondent: A student selected by a random 
procedure to answer the 36 self-report measures of the 
SPS . 
Adolescent population: A population of students 
randomly selected for thls research. 
At risk: In this research "at risk" wlll define 
adolescents found to be of severe, moderate or mild 
potentla1 for suicide, as determined by the Suicide 
Probabillty Scale. 
Adolescent suiclde: A cause of death for 
adolescents and youth rated as one of the three highest 
In the Unlted States. 
Sulclde: A rather recent term meaning to take 
ones Ilfe. 
Probability scores: An overall assessment of 
s t l i c i c i e  risk reflected in thr .ce summary scores: A total 
weighted score, a normallzed T-score and a Suicide 
Frobah1 llty Scale score. 
Faking good: The tendency of a truly sulcldal 
person to disguise this fact. This creates the 
1 ikel ihood of a false negative classlficatlon, that Is, 
misclassificatlon as nonsulcidal when they are actually 
significant suicide risks (Cull & Gill, 1982). 
Faking bad: The tendency of a person to attempt 
to exaggerate hls or her sulclde potential. The 
tendency accentuates socially less desirable responses, 
indlvlduals increase the llkellhood of a false positlve 
classlficatlon, that is, labeling cllents as suicidal 
when actual ly they are not serious risks (Cul l 8, G i  1 l ,  
1982). 
Low presumptive risk: A risk level used for the 
interpretation of data when the SPS is used as a 
screenlna lnstrument for the general population. 
Subcllnlcal classlflcatlon: A classlflcatlon of 
suicide risk based on SPS Probability Scores of 0-24, 
considered to show a normal classification from data 
analysis. 
Severe classification: A clas~ifi~ation of 
risk based or) SF'S Frobablllt~ Scores of 75-100-  
congidered to show strong presumptive evidence for 
lnstltutlng extreme suicide precautions. 
Moderate classlflcation: A classlflcation of 
suicide rlsk based on SPS Probablllty Scores of 50-74.  
considered to show serlous sulclde potential, though 
not extreme. 
[qlld classification: A classification of suicide 
risk based on SPS Probability Scores of 25-49, 
considered to show some sulcide potential that should 
be followed with clinical Interviews and an appropriate 
level of intervention. 
Clinical subscales: SPS scales used to 
distinguish more precisely the pattern of cognitive and 
emotional factors which are expressed In an individual 
respondent. The scales are as follows: ( 1 )  
Hopelessness: ( 2 )  Sulcide Ideation: ( 3 )  Negative 
Self-Evaluatlon; ( 4 )  Hostility. The subscale of 
ilopelessr~ess assesses the overall dissatisfaction and 
neqatlve expectations about the future. Suicide 
Ideation Is a subscale that identifies an individuals 
actions and thoughts associated with sulcide. I f  the 
subjects appraisal is that thlnas are not going well it 
Is reflected In the subscale of IJesatlve 
Self-Evaluatlon. The tendency for a person to throw 
thlnas when angry or upset and elects isolation or 
impulsivity 1s reflected In the subscale of Hostllit~. 
.~ Llml - ta-~~C?!nn~-0f -- the Research- 
The T-scores marked by the respondents are 
3usce~tlble to conscious and unconscious variation. If 
the respondent 1s aware the SPS is an instrument used 
to determine the level of suicide rlsk, the knowledge 
may act as an uncontrolled varlable. The first step, 
in this case, is to determine whether or not the 
respondent's answers are valid indicators of feelings 
and behaviors. This was done by observing critically 
very low T-scores and very high T-scores as directed by 
the SPS manual. Clinlcal Judgment, careful analysls of 
the lnformatlon concerning the respondent's item 
responses, and data from other sources lncludlng 
arranged cl lnlcal Interviews and psychological testing 
would be necessary beyond the SPS manual instructions. 
Clinical judging was not done as part of the research 
since the reports were obtained anonymously. 
CHAPTER 4 
Analysis of the Data 
A step-by-step procedure for interpretation of the 
data was followed as designed by the SPS. Slnce the 
self-report statements were answered on an anonymous 
basis it was not possible to determine how defensive or 
candid the respondent was in responding to personal 
questions. 
Table 1 (see Appendix C )  gives the raw score 
totals obtained from the thirty-six self-report 
statements for the four SPS clinical subscales built 
into the thirty-six self-report statements; 
hopelessness (A); suicide ideation (B); negative 
self-evaluation ( C ) ;  and hostility (D). ?'he raw scores 
for the cllnical subscales are read, recorded and 
totaled or) the Profile Form ( W - l i Z C )  (see Appendlx Dl. 
From the sum of the cllnlcal subscale raw scores 
( A + D ~ C I D = T W >  the Total Weighted Score (TW> is 
determined for each respondent. The T-Score (TI and 
the Probability Score ( P )  are determined from the 
T-Scores and Probability Scores Conversion Table A ,  
fourid o n  pages 66 and 67 of the Suicide Probability 
Scale (SPS) Manual (W-172B) (see Appendix El. Sirlce 
the Populatlon of adolescents respondlng to the 36 
self-report measures were classifled In the general 
population as being of low presumptive risk the 
Probabllity Score 1s read from the "low" column under 
the Probabllity Score of Table A of Appendix E. 
As_s~~s . s_edR)sk  
The assessed rlsk of suicide 1s based on SPS 
Probability Scores determlned from Table 2 of the 
manual (see Appendix F). The assessed risk of suicide 
is read from the Probability Scores as follows: 
1. A Probability Score of 75-100 assesses the 
risk as severe. 
In this finding extreme sulcide precautions should 
be taken as a level of lnterventlon (Cull 8 GIII, 
1982) .  
2.  A score of 50-70 assesses the risk as 
moderate. 
To be in the moderate assessed risk level 
indicates serious suicide potential, though not extreme 
(Cul l 8 GI1 1 ,  1982) .  
3. A score of 25-49 assesses the rlsk as mild. 
The mild assessment of suicide potentlal indicates 
some sulclde potential. although there may be just 
generalized depression (Cull 8 GIII, 1982). 
4. A score of 0 - 2 4  Is assessed as normal pr 
subcllnlcal. lndlcaklns only routlne monltorlns and 
supportive lnt.erventlons (Cull ti GIl1. 1982). 
TheR-e-suits 
The overall level of suicidal risk was evaluated. 
The T-score, corresponding to the total weighted score, 
was noted to determine if it was elevated two standard 
deviations or more above the mean (I.e., 2 70 of the 
T-score scale). Uslng the probablllty Score, the 
verbal descriptor which corresponds to the assessed 
level of sulcide risk was determined, (i.e., 
"subclinical," "mild," "moderate, "severe"). 
The Hv~othesls is Tested 
The research hypothesls is: 
The SPS scores will show a higher number of 
adolescents at hlah or severe suicidal risk 
than 0 .12  per 100 as estimated from the U.S. 
Department of Health and Human Servlces 
report of 1983 and the report from the Center 
for Information on Suicide, San Diego, 
Callfornla. 
The analysis of the data indicated 0 .OO per 100 
adolescents at high or severe risk compared to the 0 . 1 2  
per 100 population a3 estimated from the U.S. 
Department of Health and Human Services report of 1083 
and the report from the Center for lnforrnatlon on 
Sulcide, San Dlego, Callfornla. 
Or respondents identifled as belng ln the 
severe suicide risk Category would be requ1re-J for 
rejecting the null h ~ ~ o t h e s l s  (p = 0.0012 or 0.12 
percent) at the 0.01 level of slgniflcance. The null 
hypothesis is accepted. 
Respondents ( 1 )  through (20) had T-scores which 
were 70 (the mean of the T-score scale) or above. A 
T-score of 70 or above is considered significant and 
provides strong presurnptlve evidence for lnstitutins 
sulclde precautions (Cull 8, Gill, 19821. Respondents 
(1) through (3) were classified by their Probabillty 
Scores as belng in the "mild" suiclde risk category, 
with Probability scores of 43, 29 and 25 respectively. 
Respondents (4, 5, and 6 )  had Probability Scores of 24 
placing them In the top range of the subcllnlcal 
assessed risk. Ninety-seven of the respondents were 
classed In the normal or subclinical assessment for 
r lsk; respondents (4) through (100). 
SPS .-Su bpr~al-es 
Specific problem areas such as the variabillty 
among the subscales (1.e.. "hopelessness." "suicide 
ideation," negative self-evaluation," "hostility") was 
rlote-j to determine whether any subscale scare was 
greater than or equal to 70. NO respondents were found 
to have a subscale score of greater than equal t o  
70. whlch would Indicate a subscale area of clinical 
importance. 
Of  the thlrt~-slx self-report statements there are 
critical item statements whlch lndlcate categories that 
are rarely endorsed b y  individuals that are not 
suicidal. Responses to these individual items were 
examined to collect qualitative information about the 
nature and seriousness of the suicidal rlsk. Two of 
the three respondents rated in the mild level of 
suicidal risk rated hlgh In the subscale of sulcid~ 
ideatlon wlth scores of 35 each. Also, for respondents 
( 1 )  and ( 2 )  the subscales of hopelessness and hostility 
also rated high with scores of 31 and 34 for 
hopelessness and 25 and 21 for hostility. In one of 
the two cases the subscale of negative self-evaluation 
rated sllghtly lower, with a score of 17, than the 
subscales of hopelessness, suicide ideation, and 
hostlllty. Only observation comparisons were made 
concern I n q  the subscal es of the respondents. N o  
conclusions were drawn based on the numerical scores 
since these scores were below the mean of 7 0 -  
CHAPTER 5 
Summary--Conclusions--Discussion and Recommendations 
Suman! 
The SPS manual was the guide for the purpose of 
administering the thiry-six self-report measures and 
scoring the rating forms to determine the level of 
suicidal risk for one hundred randomly selected 
adolescents from a hlgh school population. 
The raw scores were deterrnlned for the SPS 
subscales of hopelessness; suicide ideation; negative 
self-evaluation and hostility by determining the sum of 
the raw scores for each subscale. The raw scores from 
the subscales were totaled to determine the Total 
Weiqhted Score for each respondent. Table A (T-Scores 
and Probabillty Scores Conversion Table) found on page 
66 and 67 of the SPS manual, and the appendix of thls 
report, was consulted to determine the Suiclde 
Probability Score for each respondent. Each respondent 
was assessed for level of risk of suiclde by consulting 
Table 2 (~lassiflcation of Suicidal R i s k  Based on SFS 
Probabll lty Scores). 
The Probablllt~ Scores indicated only three 
respondents of the one hundred were found to be 
classifled In an assessed rlsk category of mild. None 
of the respondents were assessed to be classified as 
severe suicidal risks as hypotheslzed. 
C o n c I u _ s l o n s  
The CIlnLcal Scale. An lntentlon of the screening 
with the SPS was to provide information for a second 
scale, a "clinical" scale, a scale used by professional 
clinicians to evaluate the degree of suicidal potential 
of the adolescent and then lnltlate an Intervention 
program if necessary. Secondly, an intention was to 
educate, and stimulate thought toward the promotion of 
prevention through school currlculum change and the 
establishment of an intervention program developed 
cooperatively by comrnunlty, school and psychlatrlc 
professionals. 
The first lntentlon was not reallzed because the 
respondents found classified In the mild category for 
sulcldal rlsk were not ldentlfled. Attention was drawn 
to the educators In the school and to the parents l r l  
the community concerning the national problem of 
adolescent suicide. Educating was accomplished and 
thouaht was stimulated with attention directed to an 
action that was belnq taken In relation to the growlng 
problem of adolescent suiclde. 
I t  have been Ideal to have had a sulclde 
Intervention Program for adolescents 1" place. 
 hen 
the introduction and Use of the Suicide Probability 
Scale or other instruments that could provide the 
lnitlal screening process could be utlllzed as a 
preactlon in ldentlfylng adolescents at risk of 
suicide. Also, the findings of this research raises a 
questlon as to whether the results would be the same if 
the SPS were used at different tlmes throughout the 
school Year, such as at the end of the first quarter or 
at the end of the flrst semester rather than at ttre end 
of the school year as was the case in this project. 
The level of academic dropouts had been reached for the 
year and looking forward to the end of the school year 
lifted the spirlts of the rernainlnq students. What 
would the results have been if this screening had taken 
place earlier in the year and was given to the total 
secondary school population in a community? 
I t  must also be concluded that the sample of 
adolescents screened is a valld sample for this school 
population. The findinas show a lower number of 
adolescents at risk of suicide than the official 
estlnlate. could this be because of the stabllit~ of 
this rural community or the result of the time of  the 
screcnina? ~t might be concluded that no matter v h e ~ '  
the screenlna would take place in the school year t h e  
results would basically be the same. I f  thls 1s not 
the case then the questlon could be asked as to whether 
or not the official estimate is too high. No 
conclusions have been drawn on these questions. 
To the best of my knowledge a project usinq this 
instrument has not been done in a secondary school 
system with the general school population. Therefore, 
much may have been accomplished ln its Inltlatlon. 
D i scu.ss!-on - 
The foundatlon for a program of intervention is 
possible and could be established to operate in a 
school, involving professional clinicians and the 
community. I f  thls had been the case it might follow 
that the thlrty-slx self-report measures could have 
been answered nonanonyrnously. Assumlng that thls 
project will be carried out agaln, i t  follows that a 
program of intervention should be In place flrst, and 
thls should be a future goal. Three students would 
have a chance to obtain help. ht least these 
adolescents would be Informed as to the availability. 
type, and deqree of help avallable in the school and 
the cornmunlty. Confidentiality would be maintained 
and, as Is always the case, the adolescent and the 
family have the right to seek help or refuse it. The 
action taken to identify students at risk of s u i c i d e  
would at least be a preaction and not a postaction as 
is the case in many instances after a sulClde i s  
attempted or completed. 
I t  may be argued that other means exist to 
identify adolescents at risk, before an attempt is 
made. At that time the professionals trained to help 
in seeking solutions to the problems would be called 
upon to intervene. This must not be the case or the 
research would not show that among young people aged 
fourteen to twenty-four years, suiclde Is more comrnon 
and is the third most frequent cause of death, ranking 
below only accidental death and homiclde (Kuperman, 
Black, 8. Burns. 1988). 
The literature indicates adolescents give warning 
slgns and these warning signs indicate a need for 
attention but many times the "gatekeepers" miss the 
signs. A t  least on the lowest level of concern there 
should exist an instrument that could be employed for 
use wit11 adolescents in the school age population for 
the identification of suicidal risk. For a new view* 
new work and a new direction, early intervention sblould 
be the future goal. 
Re~ommenda~lon~ 
Te.am-wwQrk--A ~ L I ~ L Q S - C ~ .  I t  1s apparent 
that preventing adolescent suicide requlres a medical. 
psycholoalcal, soclal and "educational" approach to the 
prob l ern. 
The maJor use of the research data should center 
on an educational approach. Public education efforts 
hold great promise for Prevention of adolescent suicide 
and should be continued and expanded. The classroom 
teacher is in a Position to be one of the most valued 
"gatekeepers." Since school plays a major role in the 
lives of adolescents, the school offers a first avenue 
of approach to the prevention of adolescent suicide. 
The research may prcvlde a focal point from which 
information will be directed to teachers, 
administrators and parents concerning behavioral 
changes indicative of emotional distress to be used in 
the ldentlflcatlon and referral processes. Curriculum 
for sulclde prevention should be developed In all 
schools. Teachers of a school system would serve an 
educational function for the prevention of suicide 
through the curriculum. Educational discussion of 
suicide dispels myths and modifies the likelihood of an 
attempt (McHenry, Tishler, 8 Christman, 1 9 0 0 ) .  
Dialogue concerning sulcide must be developed In all of 
our schools In order to do away with the "taboo" of 
suicide. 
The research results will be a point from which to 
work for the preventlon of adolescent suicide in a 
community. A preactlon program, a first screening that 
can be completed before the attempt of sulclde must be 
to deal with the growing problem of 
adolescent sulclde. The screenings should be 
administered Perlodlcal I Y  throughout the school yeat- 
and must be understood to be a functioning part of the 
curriculum of the school system, 
Research based on clinical patients and 
outpatients in addition to suicide attempters is good 
and is necessary. However, it is based on action after 
the fact (postaction). Mental health professionals 
enter and treat the family and, as national news has 
indicated, the total community for shock. It  is their 
difficult task to help the famlly and the community 
through the levels of grief after a suicide has been 
completed. 
J'he Il'e-arn 
The flnal recommendation Is to devise a plan that 
will allow a first screenlng to take place on a 
nonanonymous basls. The screening should be Introduced 
and lnitlated in the school system as a rna~or part of 
the curriculum and must be C O ~ I ~ O ~ ~ Y  accepted and 
carried out periodically In the process of counsellnCl 
the student body relating to an on-uoing program that 
involve? the mental and physical well-being of the 
ind1vldtral. 1 t  Is recommended that a team of 
p r o f P s s i o n a l s  from the school. community. and medical 
and psychiatric professions be formed to establish a 
"~reactlon" lnterventlon Program.  he schoolhouse of 
the communlt~ should be the meeting place for the 
lnterventlon program planners. The lnterventlon 
planners must establish the foundation for total 
com~unity education related to the problem of 
adolescent sulclde. The team must brlng together all 
of the research knowledge related to the problem. From 
the team must come the dlrection for the interventlon 
plan and the final plan itself. The plan must involve 
the cooperative effort of the school officials and 
staff, the corrlmuni ty and the medical and psychiatric 
professlonals. The plan must secure the confidence of 
the students with confidentiality rnalntained. A 
preaction must be the goal. 
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APPENDIXES 
APPENDIX A 
The £01 lowing form letter was sent to the parents 
or guardian to obtain permission for the chi Id to take 
part In the project. 
Office of the 
Prlncipol Spencer Community Schools 
SPENCER, IOWA 51301 
April 18, 1988 
Daar P a r e n t :  
T h e  purpose o f  this letrer is to inform you about a 
research project, on adolescent suicide, that Spencer ~ i g h  
S c h o o l ,  in conjunction with Drake University, would like 
t o  c o m p l e t e  with your help and the help o f  your son/dauqhter. 
T h e  project calls f o r  the random selection o f  100 high 
school students, t o  answer 3 6  questions concerning levels 
o f  risk related t o  adolescent suicide, this should take 
about ten t o  f i f l v - ~ ~  minutes. Your student has been one 
o f  t h o s e  randomly selected and w e  need your permission for 
y o u r  son/dauqhter to be involved in this project. If you 
a q r e e  t o  a l l o w  us t o  use your student in this project you 
c a n  be assured that your student will not be identified, 
o n l y  t h o  answers t o  the questions wlll be used in the research 
T h e  results of this research will add to the current knowledqe 
a b o u t  adolescent suicide and hopefully will lead t o  the 
development o f  intervention strategies and solutions to 
t h i s  growing problem. 
If y o u  have a n y  questions, please call 2 6 2 - 1 7 0 0 .  The 
attached consent form should be signed and dated and sent 
t o  t h e  P r ~ n c ~ p a l ' s  off ice in the enclosed self-addressed 
rnvrlopr. 
Thank you for your cooperatlon ~n t h i s  worthwhile research 
projrct. 
1 q lv- m v  qonidauqhtpr ....................... p e r m ~  ss ~ o n  
I Narnr) 
r < S  r . 1 k c  1 > . 1 r t  ~n thr r r s r ~ r c h  prolrct d e a l ~ n q  wlth levels 
APPENDIX 0 
SPS Ratins Form W-172A 
SPS Rat i ng Form W- 172A is composed of two sect ions 
for the marking of the 36 sel f-report measures. The 
front copy has a carbon back-side. When the raw 
T-Scores are marked on the front, the respective raw 
T-Score numbers are recorded on the front of the second 
sheet. From these scores the raw scores are totaled 
for each of the four clinical subscales. Totaling the 
raw T-Scores qi ves the Total Weighted Score. 
SPS 
Rallng Form 
John G. Cull, Ph.0. and Wayne S. Gill. Ph.0. 
Name: S a :  M F Age: - Marital Status: 
Education: Race: Usual Occupation: Today's Date: 
Have you had any major upsets or stresses in the last two years?O Yes ONo. If yes. what wne they and aboul how long ago did they occur7 
DIRECTIONS 
Llsttd Eelow are a series ot statements that some people mighl use to Example: 
describe their leelings and behaviors. Please read each statement and dtter- 
mine how olten Ihe stalement is lrue lor you. Then circle the letter T in the 
appropriate box lo  indlcale how otten you lee1 Ihe statement applies to you. 
, 
Iha llm Iha t lml  Iha llm 
Be sure to rale every item. When you are through. return the completed 1. I tee1 anxious. 
rating form to the person who gave it to you. 
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Suiciile Probahilily Scale  (SPS] 
Rallng Fcrm 
John G. Cull. Ph D. 2nd 't!ayne S. Gill, Ph.D. 
N a m e  Sex: M F Age: - Marital Slatus: 
Educat ion. Race: Usual Occupation. Today's Date: 
H a v r  y o u  had a n y  major upsets or stresses in the last h o  years' Y B  O No. If yes, whal were they and aboul how l o w  ago did they occur7 
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APPENDIX C 
This table gives the SPS Clinical Subscale Raw 
Scores; Total Weighted Scores; the T-scores and the 
Su i c i de Probabi 1 i ty Scores for the 100 respondents as 
determined from the T-scores marked on the form W-172A 
<see Appendix B) and totaled from the numbers on the 
carbon section of the form W-172A (see Appendix A ) .  
The SPS c I in i cal subscal e scores are presented as 
fol lows: ( A )  hopelessness; (B) suicide ideation; ( C )  
negative self-evaluation; (Dl hostility. The Total 
Weiqhted Score <TW> is determined for each respondent 
by the formu 1 a LA+B+C+D=TWI. 
Table 1 
SPS C1 lnlcal Subscale Raw Scores ( A ,  0 ,  C, Dl; 
Total Welghted Scores (TW); 
T-Scores < T )  and Suicide Probabil lty Scores (PI f o r  
100 Respondents 
-- -- .. - 
Respondent ( A )  (B) (C) (Dl (TW) (T) ( P >  
1. 31 35 21 25 112 80 4 3 
(Table 1 continued) 
(Table 1 continued) 
(Table 1 continued) 
(Table 1 continued) 
APPENDIX D 
Prof1 le Form W-172C 
SPS Prof  i 1 e Form W-172C i s  used t o  record and 
graph t h e  raw s c o r e s  f o r  the four cl  inical subscales 
and p l o t  t he  Total  Weighted Score (sum of a l l  subscale 
scores). 
Sulclde Probablllty Scale (SPS) 
Profile Form 
John C. Cull. PhD. and Wayne S. GIII.Ph.0. 
PvbllV*d by 
TD Id 
W d g b d  Scan' 
T 
I S -  I I J  - 
so-: 
110 
10 J 
RAW SCORES 
Hcpdrtlmr 
I l lm  5 - 
llem It - 
llem 14 - 
llem 15 - 
llem I7 - 
Item 19 - 
llem 23 - 
llem 28 - 
lltm 29 - 
Item 31 - 
lltm 33 - 
Itam 36 - 
TDltl- 
Sultldo 
IdelUm 
llcm 4 - 
ltem 7 - 
Item M - 
ltem 21 - 
Item 24 - 
Itam 25 - 
Item 30 - 
Item 32 - 
Tolll- 
I r p ~ l k l  
Stll.Lv~lv#Un 
llem 2 - 
lltm 6 - 
ltem 10 - 
llan I 1  - 
Item I8 - 
Item t2 - 
llam t6 - 
llem 21 - 
llem 35 - 
Tad - 
m u u m r  
I!tm 1 - 
hem 3 - 
ncm 8 - 
nem 9 - 
Item 13 - 
llem 16 - 
l l e m 9  - 
TMd - 
TUI 
WII~MI~ Sm 
{Sum 01 all 
tubsCll8 MfUI 
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APPENDIX E 
r e5  and Probabllltv Score 
Conversion Table 
Tabl e A (T-Scores and Probabi I i t y  Score Conversion 
Tabl e >  is used to determine a normal ized T-Scored and 
the Probabll l t y  Scoreb from the presumptive risk level 
for a populat lon. The "low11 presurnptlve rlsk level 
(general popu l at lon) was used for this research. 
'I aL91r A 
T - S c o r r r  nnd Prohml , i l i l )  S r o r r r  C o n \ r r c l o n  T n b l r  
S r o r r  
132, 
131 
110 
1 29 
128 
111 
116 
I25  
124 
121 
122 
I!I 
I :o 
I I 9  
118 , 
117 
l I 6  
11s 
I I 4  , 
I I! 
112 
I I I 
l lo  
109 
IOU 
101 
l M 
105 
I o t r r r n e d l ~ t e  L o w  
T l h l t  A (Con l lnurd)  
T.Scnrrr III~ P r u L r b l l l l y  Sccrrs Con., r r lon  Table 
-- ___.===zzzz 
To la l  
W r i g h l d  Probmbllil) Srorr 
Scorr T.srwr H l l h  Inlrrrnrdlmlr Lor  
92 74 82 69 21 
9 1 74 80 61 12 
W 14 79 61 22 
89 73 71 62 22 
88 11 76 60 12 
87 71 74 58 1 I 
86 13 12 56 2 1 
I 5  71 11 S l  20 
I 4  11 69 SO 10 
81 12 67 48 19 
62 7 1 6s 46 I 9  
8 I 71 M 44 ID 
50 7 1 61 41 I 7  
11 70 39 40 It 
78 70 $8 39 I! 
11 69 57 I 8  IS 
16 69 56 37 IS 
73 69 55 35 I4 
74 6a Y Y I 4  
7J 68 53 11 I4 
71 611 52 12 I 3  
71 6( 54 31 12 
70 67 48 10 I 1  
69 66 41 IV 10 
U 66 46 28 10 
61 66 4 J I1 10 
M 66 U 27 10 
65 63 41 26 10 
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.- -. .- . - . - - . .- . 
-- 
Tolnl 
H ' r l t h l d  Prabmblllf~ Score 
Scorr T-Score H l t b  Inlrrmrdlalr L o r  
-- 
52 60 30 16 4 
5 1 59 29 16 4 
JO 58 28 I5 4 
49 51 28 I J  3 
48 56 27 I4  3 
47 JJ 26 I4  3 
46 J4 25 I J  2 
45 53 25 I3  2 
U 52 24 I3  2 
4 J 5 I 23 I2  2 
41 5 I 22 12 2 
41 49 22 I I 2 
40 49 22 I I 2 
19 47 2 I I I 2 
38 44 2 I I I I 
37 44 2 1 10 I 
)6 42 2 I 10 I 
35 40 20 10 I 
H 37 10 10 I 
31 33 20 10 I 
32 30 10 10 I 
3 I 23 B 10 I 
)(I I I 20 10 I 
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APPENDIX F 
Cla35lrlcatlnn of Sulclde Risk 
Based on the SPS P r & a b l l l t v  Score 
Table 2 (Classification of Suicide Risk Based on 
SPS Probability Score) is used to determine the 
A s s e s s e d  Risk for each respondent. This table also 
g i v e s  a l e v e l  of intervention for each assessed risk 
classification. 
T s b l r  1 
Clars l f lcn l lon o f  Sulclde Rlsk Bnscd on SPS Probabll l ly S c o r n  
Probabl l l ly  Scorr Arr-red Rl rk  Lr re l  of In~t rvra lon '  
75-100 Scverc Exlrcmc suicide prccaulions; immrdia~c ho1pil8liulionandonc-on-onc monitoringal aIIrimcr 
Psycholropic medicalions litcly. 
50-74 Modcra~c Scrioul suicide polcnlirl. lhough no1 c~trcrnr Gcncralru~cidr prcuul io~.a i lhcr  hospitr l tu~ion 
lor  lunhcr okcwa l i on  or ml~ntccuncr on'sn o u p l i c n l  b.1" with incrraud rvailsbdi~y and 
cnvironrncntal suppofls. Psychotropic mediulionc likely. 
2 5 4 9  M i l d  Some suicide polcnliml, a l l h c ~ g h  may just be pnrral i lcd dcprnsion withaul ~ p c i l i c  suicide 
ideation Uscclinicalinlcnicwlodclcrmimappropr~a~c lcvelolintcwcntion Possibkjnlcrren- 
l ion1 includc mainlcnanm i n  oulpalicnl pycholkrrpy.incrcascd nrailab~li~y. and uortingmsrh 
significant olhcn 10 help Ihcm idenlily c l in iu l  r i tnr o l  i n c r u d  ru~ctdc risk. Prycho~ropic 
medh l i on r  pouiblc rhough not l i tcly. 
0-24 Subclinical Normal or subclinical rnngc orarn~edsuic idc risk;routinc monitoringand r u p p o n i r c i n ~ c m ~  
lions. R u r u s s  II cl~nical ~nd i ca lon  ruucst an i n d i d  pattern of rclponsm 01 i f  t k  I trcI d 
prerurncd nsk changcs o*cr lime. 
'The ,nlenrntnolu .re ,nt .ndd to ~ l l u s ~ n ~ ~  1 k  t).pn of ~nlrrrrmlions l b t  milht be ~ppropfi.lcvwn a pnrulrr Prob.D~Iilykm In noual p ~ n .  
sppropn.1~ Ima lm~m p b n n ~ n ~  is Ihllhly mdfindlvl rnalar ld 1ho.M nol mly on I filrd f m u h  or -cootbmk-.ppro.ch. 
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APPENDIX G 
The copyrlght permission was secured from t h e  
Western Psycho1 oglcal Services. 

